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cited more than 100 times since its publication in the
European Journal of Vascular and Endovascular Surgery in
2002.1 Our group published a paper on a similar topic (same
year, different journal2) and it is interesting to observe
that the role of local anaesthesia in endovascular aneu-
rysm repair (EVAR) is as topical now, as it was back in 2002.
In the acute EVAR setting, many have adopted local
anaesthesia as the preferred option. However, for some
reason, local anaesthesia is still not widely used in elective
procedures.
Lachat’s paper was the first consecutive series to report
on the importance of local anaesthesia in EVAR for ruptured
AAA (rAAA). But it did far more than that. For the first time,
many sacred practices (such as rapid haemodynamic
stabilization and aggressive fluid resuscitation) were chal-
lenged. It became clear that patients with rAAA had better
outcomes if managed with controlled hypotension, as
aggressive fluid resuscitation was associated with an
increased risk of renewed or ongoing bleeding. Local
anaesthesia with careful intravenous sedation and anal-
gesia kept the patient in a so-called ‘hypotensive haemo-
static state’ and allowed the vascular surgeon sufficient
time to gain access for EVAR, or if needed, to place an
occlusion balloon at the level of the suprarenal aorta.
Although there is no scientific evidence for the principle of
hypotensive haemostasis or local anaesthesia, its feasibility
and value been demonstrated many times since.
If one reads Lachat’s paper closely, one finds the dedi-
cation of a whole team in order to do better with the
development of a new technique. This means organization
and logistics from a whole group of professionals within the
medical system, i.e. not only a vascular surgeon and/or an
interventional radiologist. If one reads between the lines,DOI of original article: 10.1053/ejvs.2002.1622.
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experienced team members) were available even when not
on call. It is clearly the only way to motivate the other, less
experienced team members, to achieve high standards and
good results. However, apart from the clear message about
teamwork, this paper did not really consider some of the
other logistics involved in offering an emergency EVAR
service for rAAA. These include the importance of having
a CT-scan available in the emergency room, a wide range of
stent-grafts, and an operating room where both EVAR and
open repair can be performed urgently. In addition, in
2002, we were at the beginning of a new era in the treat-
ment of rAAA, and contra-indications were stricter than
nowadays. At the beginning, most patients were not
considered suitable for acute EVAR under local anaesthesia
if they were haemodynamically unstable or if the anatomy
was not suitable. Nowadays, many would argue that hae-
modynamically unstable patients are the ones that could
profit most from acute EVAR, because open repair in this
category has demonstrated poor results. Many centres,
including that of Mario Lachat, are also now happy to treat
rAAA patients with less suitable anatomy.
None of these arguments, of course, have been scientifi-
cally proven, but Lachat’s article recommended that
randomized trials be set up to try to find evidence-based
answers. Since then, a small number of randomized trials
have been developed, but there has been no consistency in
the method of randomization (even versus uneven week
treatment allocation, randomization after CT-scan (i.e. only
randomize those suitable for open and EVAR repair),
randomize before CT-scan (i.e. to avoid case selection bias,
comparing open repair with a mixed group repair, with EVAR
for those who are suitable)). It remains to be seen how the
results of these trials will impact on routine clinical practice.
Since 2002, the Zurich group has continued to produce
excellent results in EVAR for ruptured AAA, and they have
shown us how and when to treat complications related to
this procedure (e.g. ongoing bleeding and/or abdominal
compartment syndrome). They are to be congratulated ond by Elsevier Ltd. All rights reserved.
Commentary S95this important article that was to become the impetus or
further studies and many papers on EVAR for ruptured AAA.
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